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CRITERIA FOR PRIOR AUTHORIZATION

Monoamine Depletors (VMAT2 Inhibitors)

BILLING CODE TYPE For drug coverage and provider type information, see the KMAP Reference Codes webpage.
PROVIDER GROUPR— Pharmacy
MANUAL GUIDELINES Prior authorization will be required for all current and future dose forms available. All

medication-specific criteria, including drug-specific indication, age, and dose for each agent is

defined in Table 1 below.Fhe-followingdrugrequirespriorauthorization:

DeutetrabenzineDeutetrabenazine (Austedo®)
Tetrabenazine (Xenazine®)
Valbenazine (Ingrezza®)

GENERAL CRITERIA FOR INITIAL ARPROVALFOR-TETRABENAZINEPRIOR AUTHORIZATION: (must meet all of the following)

Must be approved for the indication, age, and not exceed dosing limits listed in Table 1.

For all agents listed, the preferred PDL drug, if applicable, which treats the PA indication, is required unless the

patient meets the non-preferred PDL PA criteria.
Must be prescribed by or in consultation with a neurologist or psychiatrist.

For the treatment of tardive dyskinesia (TD):

o The prescriber must provide the patient’s baseline AIMS rating evaluation.*
For the treatment of chorea associated with Huntington’s disease:

o Patient must NOT be suicidal or have a history of untreated or inadequately treated depression.*?
o Prescriber must provide the patient’s baseline Total Chorea Score.”
If the request is for tetrabenazine and the dose is greater than (>) 50 mg daily, the patientprescriber must

provide CYP2D6 genotyping test results confirming-begenotypedas the patient is anan intermediate or
extensive metabolizer-efCYP2D6.3

LENGTH OF APPROVAL (INITIAL): 6 months

CRITERIA FOR RENEWAL PRIOR AUTHORIZATION: (must meet all of the following)

For the treatment of TD, patient has an improvement (reduction) in AIMS scores of at least 3 points from

baseline.?
For the treatment of chorea associated with Huntington’s disease, patient has an improvement (reduction) in

Total Chorea Score of at least 2 points from baseline.’
Must not exceed dosing limits listed in Table 1.

LENGTH OF APPROVAL (RENEWAL): 12 months
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DRAFT PA Criteria
FOR DRUGS THAT HAVE A CURRENT PA REQUIREMENT, BUT NOT FOR THE NEWLY APPROVED INDICATIONS, FOR OTHER FDA-APPROVED

INDICATIONS, AND FOR CHANGES TO AGE REQUIREMENTS NOT LISTED WITHIN THE PA CRITERIA:
e THE PA REQUEST WILL BE REVIEWED BASED UPON THE FOLLOWING PACKAGE INSERT INFORMATION: INDICATION, AGE, DOSE, AND ANY
PRE-REQUISITE TREATMENT REQUIREMENTS FOR THAT INDICATION.

-LENGTH OF APPROVAL (INITIAL AND RENEWAL): 12 months

Table 1. FDA-approved age and dosing limits for Monoamine Depletors (VMAT2 Inhibitors)*3
Agents | Indication(s) | Age | Dosing Limits
Vesicular Monoamine Transporter 2 (VMAT2) Inhibitors
Deutetrabenazine Chorea associated with > 18 years | 48 mg orally daily
(Austedo®) Huntington’s disease

Tardive dyskinesia

Tetrabenazine (Xenazine®) | Chorea associated with > 18 years | 50 mg orally daily
Huntington’s disease Intermediate or extensive metabolizers of
CYP2D6: 100 mg orally daily

Valbenazine (Ingrezza®) Tardive dyskinesia > 18 years | 80 mg orally daily
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